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Tuberculosis verrucosa cutis with multifocal involvement
Sir, Tuberculosis (TB) is a mycobacterial infection that occurs commonly due to infection with Mycobacterium tuberculosis or Mycobacterium bovis, reflecting immunity of an individual [1] TB is a major public health concern due to its high prevalence with higher morbidity and mortality. Cutaneous tuberculosis is mostly caused by exogenous reinfection in previously sensitized individuals. [2] Inoculation occurs at sites of minor wounds or abrasions, sometimes from the patient's own sputum. Cutaneous tuberculosis includes lupus vulgaris and tuberculosis verrucosa cutis (TBVC) at its one end and scrofuloderma and tuberculosis cutis orificialis at the other end with decrease in cell-mediated immunity across the spectrum. In India, the incidence of cutaneous tuberculosis has fallen and is rare in developed countries. [3] We hereby report a case of TBVC with mutifocal as well as extensive involvement.
A 60-year-old woman presented in surgical department with verrucous crusted lesions over right lower limb since 12 years with foul-smelling discharge from the lesion since 3-4 months. Surgeons clinically diagnosed her as squamous cell carcinoma and provisionally planned for surgical intervention. Surgeons referred the patient to skin department for a second opinion. Detailed history taking revealed that 12 years prior, she sustained a thorn prick over her right great toe, which evolved into warty lesion. There was gradual involvement of right foot, leg, and knee over a period of 12 years. On examination, there were well-demarcated, oval, dry, verrucous, thick, crusted plaques present over anterior aspect of right knee [ Figure 1a ], anterior aspect of right leg [ Figure 1b ], and whole foot with a few islands of normal skin and atrophy, [ Figure 1c and d] associated with foul smell. Chest and leg radiographs were normal; Mantoux test was negative and erythrocyte sedimentation rate was
